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t was a stirring scene: President Obama signing the new health reform law before a cheering crowd, and a beaming vice president whispering in his ear, "This is a big f***ing deal." As doctors who Evenifthe requirement that uninsured people buy insurers' defective products will fortifY these firms financially and politically.
Meanwhile, insurers will exploit loopholes to dodge the law's restrictions on their misbehaviors. For instance, the limit on administrative overheads will predictably elicit accounting gimmickry, for example by relabeling some have labored for universal health care, we'd like to join the celebration, but we can't. Morphine has been dispensed for the treatment of cancerreform works as planned, 23 million insurance personnel as "clinical care managers." While msurers are prohibited from "cherry picking" -selectively people will remain uninsured in 2019.
the reform may offer a bit of temporary relief, but it is certainly no cure.
The new law will pump additional funds into the currently dysfunctional, market-driven system, pushing up health costs that are already twice those in most other wealthy nations. The Medicaid public insurance program for poor people will expand to cover an additional 16 million poor Americans, while a similar number of uninsured people with higher incomes will be forced to buy private policies. For the "near poor" the government will pay part of these private premiums, channeling $447 billion in taxpayer funds to private insurers over the next decade.
Unfortunately, private insurers win in the marketplace not through efficiency or quality but by maximizing revenues from premiums while minimizing outlays. They pursue this goal by avoiding the sick and forcing doctors and patients to navigate a byzantine payment bureaucracy that currently consumes 31 percent of total health spending. The health reform bill's enrolling healthy, profitable patients they've circumvented similar prohibitions in the Medicare health maintenance organizations (HMOs). The ban on revoking policies after an individual falls ill similarly replicates existing but ineffective state bans.
Sadly, even if the reform works as planned, 23 million people will remain uninsured in 2019. Meanwhile, the public and other safety net hospitals that uninsured people rely on will have to endure a $36 billion cut in federal government funding.
Moreover, many Americans will be left with coverage so skimpy that a serious illness could lead to financial ruin. At present, illness and medical bills contribute to 62 percent of all bankruptcies, with three-quarters of the medically bankrupt being insured. The reform does little to upgrade this inadequate coverage; it mandates that private policies need cover only 70 percent of expected medical costs. The president has often promised that "if you like your current coverage you can keep it." Yet Americans who now get job-based insurance will be required to keep it -whether they like it or not. And many who receive full coverage from an employer will face a steep tax on their health benefits from 2018.
Soaring costs and rising financial strains seem inevitable, despite claims that the reform will "bend the cost curve. The estimate that one-third of New York C-sections are unnecessary is based on the fact that the average C-section rate at the 10 New York hospitals with the lowest rate was 20.8 percent, more than one-third lower than the average New York rate for all hospitals.
The New York state hospital with the highest percentage of total C-sections was St. Anthony Community Hospital (Orange County) with 53.5 percent of deliveries by C-section. Auburn Memorial Hospital in Auburn had the lowest percentage of C-sections, with a rate of 16.6 percent.
Among urban hospitals, the lowest rates were at North Central Bronx Hospital, with only 18.5 percent of deliveries done by C-section; St. with 40.3 percent. Six of the eight hospitals in Westchester County also had rates exceeding 39.5 percent.
Public Citizen researchers created a database of 2007 data from hospitals in New York, one of only two states that provide details about all obstetric procedures at the facility level, then analyzed it. The numbers came from the state's 143 hospitals that handle more than 30 births a year. New York has a higher C-section rate (33.7 percent overall, 34 percent in the subset we analyzed) than the country as a whole, with only eight states having higher rates.
Public Citizen's analysis provides the rates of overall and primary C-section (those performed on women who have not had a C-section previously), as well as rates of vaginal births after cesareans (VBACs), by county and hospital. C-section rates in New York vary more than 2.5-fold by county, ranging from a low of 16.6 percent in Cayuga County to a high of 43.1 percent in Westchester County.
Contrary to expectations, the largest hospitals did not have the highest C-section rates, nor was there a consistent relationship between the size of a hospital and its rate of performing C-sections. Rural hospitals had slightly higher overall rates of C-sections than urban hospitals, perhaps because they lack the resources to provide emergency care to handle VBACs.
Mter several high-profile cases in which women who have had previous C-sections opted to deliver vaginallyand then ruptured their uterus -the American College of Obstetrics and Gynecology revised its guidelines for institutions performing vaginal births after C-sections.
The guidelines now state that hospitals performing VBACs must be "equipped to respond to emergencies with physicians immediately available to provide emergency care." As such, 28 percent of U.S. hospitals did not allow VBACs in 2009, and an additional 21 percent had "de facto" bans on the procedure because their obstetricians would not perform them.
Nationally, the steep rise inC-sections -from 10.4 percent of all deliveries in 1975 to 31.8 percent of all deliveries in 2007 -is a growing concern for those committed to improving the health of mothers and infants. C-sections are being performed now more than ever.
"The model of obstetrical care in this country is all wrong," said Dr. Jacques Moritz, an obstetrician at St. Luke'sRoosevelt, Roosevelt Division. "The model of an overtrained obstetrician attending to a normal birth is all wrong. The proper model is for all low-risk mothers to be managed by a certified midwife with a midwife-friendly obstetrician as back-up. Midwives offer a high-touch versus high-tech approach to delivery."
Added Susannah Donahue-Negbaur, a licensed midwife at the same hospital, "Research shows that low-risk women who use midwives are more likely to have a safe and healthy birth for themselves and their babies, and are less likely to undergo an induction of labor, cesarean or episiotomy than lowrisk women who use doctors. The best maternity care is a partnership between continued on page 4 "Perhaps the most important step in turning cesarean section rates around is embracing a philosophy that defines a successful hospital stay as the discharge of a healthy mom who delivered a healthy baby vaginally," Minkoff said. "No one would argue that the mode of delivery should trump health considerations of the mother or child, but there are no data demonstrating that ever better health outcomes have been achieved by ever higher operative delivery rates."
To reduce or stabilize C-section rates, Public Citizen recommends that health departments and hospitals require all hospitals to offer the alternative of delivery by a licensed midwife, adopt peer review in all aspects of maternal and fetal care, require all ob/gyns to get a second opinion before deciding on a primary C-section, standardize care right before and after birth, and eliminate financial incentives for performing C-sections (physicians are paid more for performing C-sections, even though they may take less time to perform than vaginal deliveries).
Mothers who want to avoid an unnecessary C-section should talk to their doctor or midwife early about their preferences, use data in the report to find out the rates of C-sections and VBACs in the hospitals they are considering using for their pregnancies, consider using a licensed midwife and use a doula (a woman experienced in childbirth who provides continuous labor support) in conjunction with their doctor.
+May 2010 Variations in Cesareans in New York State
The total number of cesarean deliveries in New York State in 2007 in the subset Public Citizen analyzed was 85,244 (34.0 percent of the 250,780 deliveries for which the method of birth is known in the state that year).
Cesarean rates in New York vary more than 2.5-fold by county, ranging from a low of 16.6 percent for Cayuga County to a high of 43.1 percent for Westchester County. Cayuga has only one hospital performing deliveries and that is a Level 1 hospital without a neonatal intensive care unit (NICU); the rate therefore reflects practices in a single institution. Westchester, however, has eight hospitals, and the rates vary more than twofold among hospitals: from 25.2 percent to 52.7 percent.
Even wider variations are seen among hospitals within the state and within each county.
The 10 hospitals with the lowest overall cesarean rates are: The weighted average for all deliveries of the 10 hospitals with the lowest overall cesarean rates is 20.8 percent.
The 10 hospitals with the highest overall cesarean rates are: The weighted average for the 10 hospitals with the highest overall cesarean rates is 48.3 percent.
The 10 hospitals with the lowest overall cesarean rates include rural and urban hospitals and are located in the following counties: Cayuga, Bronx, Schenectady, Rensselaer, Jefferson, Kings (Brooklyn), Rockland, Otsego, and New York.
Similarly, the 10 hospitals with the highest rates include hospitals from rural and urban areas and are located in the following counties: Orange, Westchester, Suffolk, Saint Lawrence, and Nassau.
As indicated above, the average cesarean rate in the 10 hospitals with the highest rates is 48.3 percent. This rate is 2.3 times higher than the average for the 1 0 hospitals with the lowest rates (20.8 percent).
If the average cesarean rate for all New York hospitals in our subset were 20.8 percent -that is, equal to the average cesarean rate for the 10 hospitals with the lowest rate-only 52,162 women out of the 250,780 who delivered where method of birth was known would have delivered via cesarean section. This means there would have been 33,082 fewer cesareans that year than the 85,244 that actually were done. Thus, more than one-third of the cesarean sections in New York in 2007 may well have been unnecessary.
What Women Can Do to Avoid an Unnecessary Cesarean Section
There are some things a woman can do to avoid an unnecessary cesarean section in New York State.
1. Talk to your doctor or midwife early about your preferences. Do not hesitate to let either know what you want and expect. She/he should hear you out and discuss what is best for you, based on your individual circumstances and those of your baby. If there are any major discrepancies concerning your respective perceptions of risks and benefits, these should be fully aired. If you are not satisfied that you have been provided with complete and accurate information, you should consider finding another provider.
2. Use the data in this report to find the overall, primary and VBAC rates in the hospitals you are considering using for your pregnancy. In addition, it is important to also ask for information specific to the obstetrician(s) or midwife you are considering because there may be considerable variation within hospitals among obstetricians or between obstetricians and midwives. A hospital with a relatively low cesarean rate may have obstetricians with high rates and vice versa.
Fortunately, New Yorkers have a valuable source of information that is not available to women in other states. NYS Public Health Law section 2803 requires that every hospital and birth center provide each prospective maternity patient and the general public an informational leaflet with data on maternity care and insurance coverage. The hospital and birth center must also provide statistics on its maternityrelated procedures. These include data on cesarean rates, successful VBACs, midwife-attended births, use of fetal monitoring, use of forceps and analgesia, anesthesia, births delivered vaginally, induced deliveries, use of augmentation of labor and episiotomies, availability of birthing rooms and facilities for rooming-in. This report uses these data to make comparisons not otherwise available to women in New York state. • Shorter stay and early (24 hours or less) discharge
These factors contribute to the findings in multiple studies showing that the likelihood of induction, episiotomy, or a cesarean section is generally lower with midwife-attended deliveries than with obstetrician-attended deliveries.
A study involved women with pregnancies that were considered lowrisk enough to qualifY for a home delivery but all of whom delivered in the hospital. Four hundred eighty-eight of these women had hospital midwife deliveries, and 572 had hospital physician deliveries. The decreased risks in the midwife group included a 42 percent reduction in cesarean sections and a 38 percent decrease in episiotomies. There was also an 81 percent decrease in the use of drugs for resuscitation at birth. The authors concluded that: "A shift toward greater proportions of midwife-attended births in hospitals could result in reduced rates of obstetric interventions, with similar rates of neonatal morbidity."
4. Consider using a doula. If a certified nurse-midwife is not available in the hospital(s) you are considering using, think seriously about using the services of a doula in conjunction with your doctor. A published study evaluated the positive effects of doulas on childbirth. Among 224 women with an uncomplicated pregnancy who took a childbirth education class, half were randomized, after admission for labor, to doulas, who provided close physical proximity, touch, and eye contact with the laboring woman, and teaching, reassurance, and encouragement of the woman and her male partner. The other half of the women served as a control group. "The doula group had a significantly lower cesarean delivery rate than the control group (13.4 percent vs. 25 percent). Among women with induced labor, those supported by a doula had a lower rate of cesarean delivery than those in the control group (12.5 percent vs. 58.8 percent 
Adopt peer review in all aspects
of maternal and fetal care. Physicians should know how they are doing with respect to their colleagues. This includes sharing data on procedures, by type, as well as outcomes. Some hospitals have found that use of comparative outcome data coupled with shared discussion and strong institutional leadership can be an effective tool to curtail practices that are unnecessary as well as costly and potentially harmful. The two elements of this strategy-information and leadershipare necessary to both identifY outliers and hold them accountable for their practice styles. As one researcher has stated, "data, in the absente of recognition, praise, public accord and private admonishments are unlikely to actually change physician behaviors. Many such projects have failed because of lack of committed leadership."
3. Require all obstetriciangynecologists to get a second opinion before deciding on a primary cesarean section. Incorporating this measure as a matter of course not only holds physicians responsible to one another, it also creates a culture of mutual accountability within the institution.
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This also avoids making a decision on other than clinical grounds. St. Luke's also requires a consultation from a member of the Maternal-Fetal Medicine division prior to any induction of labor before 41 weeks of gestation, with a verbal consultation being followed by written documentation in the patient's chart. These elective early inductions are one source of subsequent unnecessary cesareans.
4.
Use "care bundles" to standardize perinatal care. Care bundles are groups of evidence-based interventions that, adopted together, produce better outcomes than those implemented individually. These have been developed by the Institute for Health Care Improvement and cover different aspects of labor and delivery. A group of 44 hospitals in New York State has been implementing a Perinatal Safety Bundle combining three discrete protocols governing elective induction, labor augmentation, and safety climate.
The latter is aimed at avoiding the communication breakdowns associated with 85 percent of all adverse events in obstetrics. The protocols include rapid response drills so that all members of the perinatal team know to react to emergent situations. The hospitals share best practices and clinical information through monthly calls and visits.
5. Eliminate financial incentives for performing cesarean sections. As indicated earlier, physicians are paid more for performing cesarean sections, although these often take a much shorter time than a vaginal delivery. This misalignment between compensation and desirable medical practice may act as an incentive for unnecessary cesareans.
Washington State may serve a useful case study of the effect of this approach to reducing the cesarean rate. In 2009, it passed legislation that allows "for the development of patient decision aids to help educate patients, physicians, hospitals, and birth center about the risks and benefits of cesarean delivery." It also adjusted its fee schedule in line with its objectives. After July 1, 2009, the Washington Medicaid program adjusted its system of DRGs (diagnosis-related groups) to pay for uncomplicated cesarean sections as if they were complicated vaginal deliveries. "The new rules adopted will cut Medicaid reimbursements for uncomplicated C-sections from about $3,600 to around $1,000." This attempt at reducing the differential in fees is expected to eliminate the potential financial incentive to perform unnecessary procedures. While it is too early to tell if this will achieve the desired end, the experiment bears watching.
Another way to eliminate the financial "reward" that accompanies cesarean section is to pay physicians other than on a fee-for-service basis. Salaried physicians are paid for their time on the job, rather than for the number of procedures performed. And physicians on capitation are paid for the patients under their care, rather than the services rendered. Both modalities avoid the link between procedures and payment.
Adopt the practices of the Indian Health Service (IHS). Some hospitals within this division of the US Public
Health Service takes pride in having lower cesarean rates and higher VBAC rates than those of most states. While some of the outcome indicators may be related to the specific characteristics of the population served, IHS facilities "have labor management practices and policies that favor no use of epidural analgesia and increased use of nurse-midwives and family practice physicians."+ 
DRUGS AND DIETARY SUPPLEMENTS
The recalls noted here reflect actions taken by a firm ro remove a product from the market. Recalls may be conducted on a firm's own initiative, by FDA request or by FDA order under statutory authority. If you have any of the drugs noted here, label them "Do Not Use" and put them in a secure place until you can return them to the place of purchase for a full refund. You can also contact the manufacturer. If you want to report an adverse drug reaction to the FDA, call (800) FDA-I 088. The FDA Web site is www.fda.gov. Visit www.recalls.gov for information about FDA recalls and recalls issued by other government agencies.
Recalls and Field Corrections: Drugs -Class I
Indicates a problem that may cause serious injury or death Superior VFGL Vent-Free Gas Log Sets and VF Vent-Free Fireplaces. The front burners of vent-free gas log set fireplace inserts and the vent-free fireplaces can fail to ignite allowing gas to escape and posing a fire or explosion hazard to consumers. Lennox Hearth Products, (800) OUTRAGE from page 12 orientation of authors' expressed views on the rosiglitazone controversy and their financial conflicts of interest with pharmaceutical companies." Specifically, those who had favorable views on the safety of rosiglitazone were more than three times more likely to have a financial conflict of interest with a pharmaceutical company than were those who had unfavorable views. There was a similarly strong association between support for the use of the drug and financial conflict of interest. Conversely, authors who were unfavorable on the issue of rosiglitazone safety were largely free of identifiable conflicts of interest.
The authors of the BM] study ended with a "call to action" to promote greater transparency among readers and writers of the scientific literature. It is a call that Public Citizen has repeatedly sounded, and which is at the core of much of what we do.+
Are your medicines

?
Many drugs that come to market have risks that outweigh their benefits. Others, found to have risks only after they are approved, are left on the market for dangerously long periods of time. Find out which drugs are safe -and which you should avoid-with Public Citizen's WorstPills.org and WJrst Pills, Best Pills News.
To subscribe to WorstPills.org, our online database, for only $15 a year, visit www.WorstPills.org, and type in promotional code PNMAYI 0 when prompted. .:bil ~E .,.
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